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APPENDICITIS DURING PREGNANCY. 


ERNEST F. ROBINSON, A. B., M. D., 
Associate Professor of Surgery in the University of Kansas. 
Kansas City. 


Some months ago my attention was drawn to the subject of appendi- 
citis during pregnancy by the following case: 

April 17, 1906—Mrs.W., 23 years old, the mother of a healthy 3 year 
old boy, consulted me because of pain and persistent soreness in the region 
of the right ovary. {She stated that ten days previously she was walking 
along the street near her home, when she was suddenly attacked with 
severe pain in the region of pelvis and right ovary, and which was so 
severe, that she nearly fell to the street. She got home with great diffi- 
culty, however, and went immediately to bed. A physician was sum- 
moned, who applied an ichthyol vaginal pack and hot fomentations. 
This caused so great disconifort, that the pack was removed. The pain 
somewhat subsided, but the tenderness and soreness continued. 

An examination ten days after the attack showed very rigid abdomi- 
nal muscles, and a point of exquisite tenderness low down in the region 
of the right ovary. By vaginal examination a distinct mass was made 
out in the right ovarian region, and also the left ovary could be easily 
felt. It was about the size of a small orange, apparently cystic. There 
was great tenderness on examination, particularly the right side. The 
cervix was soft; the uterus enlarged; and the vaginal mucous membrane 
was dark in color. There had beenno morning nausea, but the breasts 
were enlarged and tender. 

A diagnosis of extra-uterine pregnancy was made with probably 
partial rupture of the gestation sack. Immediate operation was advised. 

The following morning under ether anesthesia, Drs. Trexler and 
Knipe assisting, a median incision was made through the edge or the 
right rectus muscle. There was no extra-uterine pregnancy. The left 
ovary was enlarged, and contained a normal cyst of the corpus luteum 
of pregnancy. The right ovary was enlarged about the size of large 
walnut, and cystic. This wasremoved. The appendix was found point- 
ing downward and inward over the brim of the pelvis. It was enlarged 
and club shaped, and adherent to the right ovary and to the intestines. 
It had not ruptured and was easily removed. The wound was closed with- 
out drainage. Primary union resulted. On the sixth day after opera- 
tion, the patient aborted. The foetal tissue indicated a pregnancy of 
about three weeks duration. 


= 

a 

\ 


THE JOURNAL OF THE 


This unexpected discovery of an appendicitis associated with preg- 
nancy, brought the question to my mind, that possibly these conditions 
not infrequently complicate one another. On this point, however, tlic 
literature is unusually silent. Many writers on obstetrics and surgery 
mention appendicitis as a complication, but none, that I have been able 
to find, mentions its frequency. In order to determine this point in a 
relative way, I took occasion to write six of our prominent obstetricians 
and surgeons for their experience in this connection. The result was b\ 
no means uniform, or indicative of a definite conclusion. Out of 2000 
cases of labor I was unable to find more than ten cases of undoubted 
appendicitis recorded; and of this number, only 2 were operated on during 
pregnancy; one at the fourth and one at the fifth month. Both were of 
the catarrhal type and both recovered. 

The experience of the various practitioners consulted was remarkable 
in its variety. One reported two cases in 250 pregnancies; and another 
never had seen a case in almost 1000 labors. This great discrepancy 
comes from the fact that often an appendicitis is mistaken for a right 
tubal disease; nor is this diagnosis easy. How completely one condition 
may mask another is demonstrated by my own case herein reported. The 
character of the practice also may differ widely among individuals ;— 
The general practitioner and obstetrician seeing unquestionably more 
cases of normal labor than the gynaecologist or surgeon. 

In the past few years it was thought that appendicitis was much 
more common in men than women; but with the increase of our know- 
ledge of the disease and our more accurate methods of diagnosis, statistics 
on this subject have been markedly changed. _ In the earlier editions 
of Deaver’s work on appendicitis, he stated that 80° of all cases occured 
in males; but in the last edition, he very materially modified this opinion. 
In 3000 cases operated on by himself, there were only about 60% males 
to nearly 40% females. Einhorn, (quoted by Dr. McRae,) in 18000 suc- 
cessive autopsies found perforating appendicitis in 55% of males and 57% 
of females. Robinson, (quoted by Deaver,) in 128 autopsies found evi- 
dence of past peritonitis, on or about the appendix in 68% women, and in 
56% of men. Sounebery found 40% of his cases were in women. Hermes 
found in 1577 cases of appendicitis in Berlin, 40% were in females. The 
contention, that this per cent should even be greater in women, seems 
reasonable, as many cases of abdominal pain in the right iliac fossa are 
referred to the ‘‘tubes and ovaries” often without warrant. This opinion 
is also supported by the fact brought out by McRae, that in almost al! 
cases in women,the attack of appendicitis occured at or near the menstrua! 
period. In 15 operations for appendicitis in women, he observed 4 cases, 
over 25%, in which there was also distinct disease of the right tube and 
ovary. . 
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When we consider that over 61% (61.63% Deaver) of all cases of 
appendicitis occur between the 20th and 40th year, and that at least 
40", occur in women, it seems reasonable to affirm that a large 
precentage must fall within the period of gestation, and prove a serious 
complication of pregnancy. More careful diagnosis in the future will, 
I arn confident, demonstrate the truth of this contention. 

The mortality of operations for appendicitis, during pregnancy, has 
been in the past. remarkably high. Futh states that out of 42 cases, 
which he was able to find on record, 22 of the women died,a mortality of 
52.3%. He ascribes the gravity of appendicitis during pregnancy ‘‘to 
the displacement of the caecum by enlarging the uterus, bringing the 
appendix close to the liver or uterus.” This is, undoubtedly, a factor in 
rendering the resulting infection more severe and operative interference 
more difficult. 

Abortion, also, is a most important factor inthe mortality. It is 
particularly likely to occur in all cases of severe inflammation or abscess 
formation. In Futh’s cases, it followed in all but one of the 37 operated 
upon. He says, “If the tendency to abortion in these cases can be con- 
trolled by opium or other measures, it may be possible to save more of the 
patients with appendicitis during pregnancy.” 

While these conditions unquestionably influence the mortality; 
yet, to my mind, the question of delay is the real and vital one that deter- 
mines the death rate. |. Why should not a pregnant woman with appendi- 
citis have the same chance of recovery, as her non-pregnant sister,— 
early operation? I cannot but believe that she should have, and will 
have, if her case of appendicitis is considered irrespective of her 
pregnancy. The chance of abortion, after an early operation, is very 
small indeed; for the operation is then done before any extensive in- 
flammation has involved the uterus, or an abscess has rendered the pa- 
tient septic. The operative manipulation is very slight in a “clean case” 
and abortion from the anaesthetic alone very rarely results. 

The operative wound in the abdomen will not prove a complication; 
most certainly not in cases where drainage has not been necessary; and 
even in those cases that are for a time only partially closed, the danger is 
slight, when compared with the benefits of certain removal of a real 
menace to life. 

In considering the literature on this subject, and also my own limited 
experience, I am absolutely convinced, that early operation should be 
undertaken in cases of appendicitis in the pregnant woman, just as it 
should be in the non-pregnant state. By so doing, the mortality will not 
be 50% or more, but will be nearer 5 to 10%, depending solely upon those 
factors that influence it in the general run of abdominal surgery. 
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OPERATIVE INTERVENTION IN ECLAMPSIA 


“GEORGE CLARK MOSHER, M. D. 
Professor of Obstetrics, University of Kansas. 
Kansas City. 

Operative intervention in eclampsia resolves itself into a very nice 
calculation of theelementsof riskinvolved. The absorption of toxins 
threatens the life of the patient, by their continued accumulation. The 
necessary shock to which Accouchment force exposes her incites to con- 
vulsion, due to irritation of the nervous system. 

No other point in obstetric art is so very dependent on the practi- 
tioner’s being able to weigh these contrasted dangers at their correct 
values. 

Accouchment force, in the early days of surgical interference, meant 
a rough and brutal exhibition of the end justifying the means, and conse- 
quently, many deaths could be traced directly to the maternal traumatism 
of the operation itself. 

Under modern methods of technique, this becomes less objection- 
able, andsome of the leading teachers abroad and most of our own 
countrymen now endorse the surgical treatment as rational and conser- 
vative. 

During the pre-eclamptic state, the symptoms which point to arti- 
ficial interference are: rapid pulse, generally associated with high arterial 
tension; gastro-intestinal disturbances; lassitude; headache; decrease of 
all excretions, either rapidly or more slowly, the class of symptoms to be 
associated with intoxication through some infective absorption. 

We always carry with us three classical prodromes of eclampsia; 
frontal headache—unilateral, visual disturbances, and epigastric pain. 

When we consider that Green’s Tables show a maternal mortality in 
ante-partum eclampsia of 46 and foetal of 69, in intra partum of 25 for 
each, in postpartum, maternal of 7 per cent, the suggestion is clear that 
the chances of the eclamptic subject are immeasurably improved, as soon 
as the uterus is empty. 

If, in the face of all medicinal measures, the five eliminative processes 
are inadequate, so that the index of urea is steadily downward, and the 
amount of albumin steadily increasing, our duty is plain. 

It is rather remarkable that the British school of obstetricians, 
and such German teachers as Winckel, and among the French, Charpen- 
tier, all oppose the emptying of the uterus in pre-eclamptic state, fearing 
that the irritation, resulting from the dilatation of the cervix, might preci- 
pitate the convulsion. ; 
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The opinions of such authority must be given their due weight, but 
American practitioners are usually in favor of the prompt emptying of 
the uterus. In the second stage of labor, there is practically unanimity, 
provided full dilatation is first secured. In the pregnant state, and in the 
first stage of labor,where the undilated cervix offers a complete barrier, 
the palliative method, when selected, will be followed by foetal death, the 
maternal mortality being 35 per cent. 

As over 90 per cent of cases recover immediately after the uterus is 
empty, the delivery being accomplished early in the attack, it must be 
conceded, that the expectant plan, advised to avoid irritating the eclamp- 
tic uterus, should be condemned as being timid, irrational, and non- 
surgical. 

When it has been decided that, in a given case, operative treatment 
is indicated, the choice can be defined as among the following: 

1st, Caesarean section. 

2nd, Mechanical dilatation of the cervix by any method. 

3rd, Duhrssen’s multiple incisions, immediately breaking down the 
barrier of the cervix. 

4th, Combination of mechanical dilatation and deep incisions. 

Caesarean section in the hands of skilled operators, familiar with 
the method, and having every hospital facility,givesa maternal mortal- 
ity of 36 per cent.,—a mortality due to shock, atony, hemorrhage, and 
auto-infection. 

In these limited, select instances, the results compare favorably 
with the best treatment, not surgical. However, the average physician 
has neither careful training nor hospital to promise him the brilliant 
statistics of those who set the pace in making records. His case has 
the double danger of lack of equipment, and greater chance of infection, 
being conducted in the home without ideal surgical environment. 
Moreover, the atonic condition of the uterine muscle, making posssible a 
fatal hemorrhage, and the irritation of the scar, uterine, as well as abdo- 
minal, and that associated with the peritoneal inflammation surrounding 
the sutures in the uterine wall, predispose to future eclamptic attacks. 

The second method, that of mechanical dilatation and delivery, is 
the favorite in my hands. In two cases, which I have delivered lately, 
this was the method adopted, and the results were entirely satisfactory. 
Both patients remain apparently well at present. 

The first came on in the sixth month in a patient who had suffered 
a pregnancy nephritis ten years ago, being delivered at term in eclamp- 
sia. In the present pregnancy,as soon as the urine showed a large per- 
centage of albumin, being two grammes to the litre by the Esbach test, a 
daily urinalysis was made. At six and ‘one-half months, a profuse hem- 
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orrhage occurred, the patient being blanched from loss of blood, the foetus 
still viable. Digital examination detected a boggy mass low down in the 
left side, from which, and the symptoms of bleeding, the diagnosis of left 
lateral placenta praevia was made. There was no dilatation, and with 
the hope of carrying the case to the 7th month, in interest of the child, 
the vagina was packed with gauze, left twenty-four hours and removed. 
Not a stain appeared, nor did it recur for ten days, when the albumin 
suddenly disappeared from the sample, foetal heart sounds not discern- 
able, no foetal movement perceptible. Diagnosis of death of the foetus 
was made. Hemorrhage again set in. A rapid bimanual dilatation 
under deep anaesthesia was done. The rupture of membranes disclosed 
a prolapsed cord, pulseless. Version easily followed. The forceps to the 
after coming head completed the delivery. Shock was severe, and nausea 
with black bilious vomit kept up for twenty-four hours; urine scanty; 
albumin increased again for two days. The symptoms improved and the 
patient made an uneventful recovery. 

In this case, the dilatation was somewhat difficult, owing to the un- 
preparedness of the cervix to give away, but with the anaesthesia in com- 
petent hands, complete relaxation gave every opportunity for rapid 
work which was completed in twenty minutes. 

The second case was one whichI had delivered after induction of la- 
bor,in consultation with the family physician two years ago. Her physician 
having, in the meantime, taken an official appointment, and being out of 
the city, she consulted me at his request, 

Knowing what had been suffered in the former pregnancy, this was 
watched with great anxiety. No albumin, no casts, no oedema showed 
until ten days after term, but a fibroma, the size of a small orange, came 
to the front with the development of the uterine mass. 

The delivery in this case also began with hemorrhage, due to the 
separation of the membranes from the lower uterine segment,the placenta 
being normally planted. 

The cervix, undilatated, was also, in this case, made to disappear 
under anaesthesia, and the head engaging with uterine atony,the forceps 
were applied and a living child born. 

In each case, the pulse of the pre-eclamptic state was 120 to 130, and 
continued for some three days following delivery, except when kept 
under by exhibition of veratrum viride in dose of 3 to 15 drops. 

I mention these cases, being recent, and being at the present on the 
way to convalescence. In neither were casts found, although albumin 
was very marked, and the kidney insufficiency alarming, one case only 
eliminating 8 ounces in 42 hours. 

As to the operation of Duhrssen, that of the deep multiple incisions, 
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I have never adopted this expedient but can readily see why it might 
become a choice of technique in cases demanding rapid extraction, where 
the interest of the mother and the child demand hasty interference. 

The dilatation by Bossi dilators, and the deep incision to remove 
at once all barriers of the cervix should be the safeguard in such cases. 
Bossi dilators render the mangement of the dilatation stage mathema- 
tical and rapid. Judiciously used, they are perfectly safe. 

The operative treatment in eclampsia where undue haste is used, 
the attempt being made to drag the foetus through an internal os not 
fully dilated, is the Jde¢e-noir of the inexperienced obstetrician. No 
doubt, many mothers perish from ruptured uterus, because in eclampsia, 
where the supra vaginal portion is found rigid until the beginning of the 
labor, the delivery is effected by sheer force rather than by art. 

it is on account of the dangers of deep lacerations of the maternal 
soft structures, that one must wait for dilatation and disappearance of 
the cervix before attempting accouchment force; and during this time, 
experience proves to me, the great value of veratrum viride as a remedy 
that does things. 

To conclude, intervention is always recommended in intra-partum 
eclampsia with dilated cervix, in late pregnancy, and in first stage of 
renal insufficiency with full bounding pulse, albumin 10 or 12 per cent. 
The choice of method should be rapid dilatation of cervix and then forceps 
or version to complete delivery. Very rarely the deep incisions of 
Duhrrsen will be indicated. 

Halbertsma’s method of the ante-mortem Caesarean section is not 
endorsed by American teachers except in deformed pelvis or on a mori- 
bund mother, the foetal heart being perceptible. 

Each case of eclampsia brings its own perils, and each must suggest 
the time and method of mechanical intervention. 
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DISEASE TYPES IN SOUTHERN KANSAS.* 


O. J. FURST, M. D., 
Lecturer on Medical Economics in the University of Kansas. 


That the climate of Kansas is conducive to long life, and that the 
majority of people live to a good old age, even to the alloted age of man, 
three score years and ten, is surely true, for in the Bulletin of the State 
Board of Health for April we have this statement: 

“‘The simple temperate and rural life of the majority of the people of Kansas, to- 
gether with the splendid climatic conditions which obtain during the greater part of the 
year, produce the ideal conditions which make for long life for her people. This fact is 


reflected in the vital statistics of 1905: 
“Of the 9708 deaths whose ages are known, 4069 were over fifty years of age or 


41.9%. 
“The largest number of deaths occuring between any given periods of ages, was the 


period between sixty and seventy, which was 1298. Eight people reached the age of 
100 and two over 110.” 

We are fortunate in not having any very large cities to breed and 
disperse disease germs, and to this we may credit in some degree, the 
number and effect of a great many diseases. It is also true that we have 
developed in Kansas, all or nearly all diseases common to the latitude. 
But that some of the diseases are modified in the number of cases, course 
and symptomatology, from other climates is also true. 

That our climate is healthful can be seen in the report of Assistant 
Surgeons M. M. Shaner and F. H. Atkins of the U. S. Army made about 


1874. 

They say: 

“It is of great salubrity and dryness. Snow flies rarely, and in small quantities, 
seldom lying more than a day or two. High winds are common, and frequently gales 
of alarming force often blow for many hours. During the warm months the direction 
of the wind is from south and east and this is reversed during the cold weather. Malarial 
diseases do not originate here; all cases having their origination elsewhere. No scurvy, 
pneumonia, pleuritis or phthisis, have occured during 1872 and 1873, and but 
six cases of dysentery were treated in that time. Influenza has also been very rare. 

Some will say that that report was made a long time ago, and but 
few people were then living in southern Kansas. 

While that may be true as to the length of time we must remember 
that the southeastern part was quite thickly settled at that time. But 
grant the criticism;the report shows the non-existence of certain diseases 
in this climate until polluted by civilization and the change in the climate 
due to cultivation of the soil and forestry. If such conditions prevailed 
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at that time it would surely be just to argue that our climate in and of 
itself, is beneficial to certain types ef diseases, if not preventive or cur- 
ative. 

I know of no disease that is peculiar to this climate-and not existing 
in other parts of our country or of any disease that is more severe‘er fatal 
here; but that the same diseases differ in symptomatology is true. 

Our climate is changing in many respects;—especially is this true in 
regard to humidity, and consequently in the older and more cultivated 
sections and along streams we have pools of stagnant water which de- 
velop malaria to some extent. Dr. H. L. Snyder of Winfield, Kansas, in- 
forms me, that he demonstrated by microscopical blood examinations, 
250 cases of malarial plasmodia in one year. Of course Winfield is 
near the south line of the state and many of these cases came from Okla- 
homa. Malaria on the account of change of climate is on the increase 
and even as far north in the state as where I live, Marion county, about 
100 miles from the southern line,mosquitoes are on the increase and now 
are quite numerous where a few years ago they were seldom seen. 

But even under these conditions malaria is the exception and not 
the rule; excepting afew of the counties along the Oklahoma border and 
here as said before a great many come from our new sister state. 

Summer diseases of children such as entero-colitis, cholera infan- 
tum and others are prevalent in Kansas, with fatalities;but our statistics 
do not show as great a death rate as a great many other localities. In 
18 years of practice in Kansas I have seen but two cases of cholera- 
infantum, one acute case which died in about sixteen hours and the other 
a complication of ileo-colitis which also died. We do have quite a num- 
ber of acute indigestions and diorrhoeas from errors in diet, but they 
respond readily to treatment. I am one who believes that we are ad- 
vancing in the treatment of diseases and that there is efficiency in medi- 
cine and dietetics, but I do not believe that all the results we get in Kanses 
are due to these things. We have in Kansas a wind, air or atmosphere 
that is exhilirating and freshening and on account of this free circulation 
of air,even during our warmest months and hottest days there always is 
sometime during the twenty-four hours when we can get plenty of sleep. 
nature’s health restorer. We can with impunity expose one of these 
children to this air even in a draft and in this way produce comfort, 
rest and sleep to our little patient and thus have the assistance of nature 
in our treatment. 

Not long ago an educated gentleman who moved to Kansas from 
Indiana on account of the health of his little girl, spoke to me in regard 
tothis. On one of the hottest days we had this summer, when passing my 
house he stopped and said, ‘“‘Doctor,I left Marian sleeping peacefully, 
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on a cot in the draft between two windows with no perspiration or rest - 
lessness and she will awaken much rested. That is something we could 
not do in Indiana.” 

Again, while we have quite sudden changes in temperature they are 
not so great as in other states and we do not have that ill effect to deal 
with. For instance while practicing in Iowa I soon learned that after 
one of these sudden changes my little patients were always worse and 
I took the following precautions for overcoming it: 

The. family were instructed to put up a stove in the sick room and 
when these sudden changes come on build a fire in the stove and let the 
temperature drop slowly,and this nature does for us in Kansas. 

Dr. Latta of Wichita says, 

“Whatever it may be due to—enterocolitis in children is very severe in Southern 
Kansas and IJ dread the cases more, case for case, than I do typhoids. I am led to sus- 
pect that flies take a much more active part in infecting food and spreading this disease 
than they are credited with. Wherever there are no screens and swarms of flies around 
a house I regard these cases with much additional anxiety. With well-ventilated and 
screened upstairs rooms I am sure I get the best results.” 


Dr. Graves of Dodge City says: 

“Astothe effect of climate onthe diseases of the digestive tract of children I 
think it is decidedly favorable in southern Kansas. The free circulation of fresh air 
which is exibited here to a much higher degree than in Illinois and other prairie states 
east, has a beneficial effect, the value of which can hardly be estimated. 


I understand it has been claimed by someone that typhoid fever is 
different in this climate, from that of the eastern states and Europe or as 
delineated by authors of those localities. 

My experience is that it is different in a great many states, but not 
so much so that it cannot be diagnosed readily by the description of the 
various authors. In an extended experience you will see all the varia- 
tions, types and complications as pictured in text books. In this con- 
nection Dr. Latta says, 


“TI do not believe there is any essential difference in the type of typhoid fever found 
here and that of other localitios, I have found no difficulty in harmonizing the cases I 
meet, with the cases described by authors working on the Atlantic border. 

“I think I have seen all the typhoid characteristics here. And in my own practice 
or in the practice of those near me, all or nearly all the accidents and complications. 

-‘Many cases of typhoid here are mild, but others are as severe as anything I have 
seen described by authors. Fatalties I think are becoming less, but this is most likely 
due to improved modern treatment. 

«This improved treatment is also responsible probably for the belief in the changing 
type of the disease. My own cases have averaged milder during the past fifteen years, 
than they did during the first eight years, but the treatment has been altogether different , 


Dr. George Alexander Gibson of Edinburg,in his Practice of Medicine 
qoscribes the invasions this way, ‘The period of incubation of typhoid 
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fever is by no means settled. It has been stated at as long a period as three 
weeks and as short as one week.’”’ I would like to state here by way of 
parenthesis that in my own case, knowing when the infection took place, 
| was eight weeks in coming down. Dr. Latta might say that this was due 
to the improved mode of treatment, but as this occurred before the time 
oi intestinal antisepsis and the prophylatic treatment was practically 
nothing it must be classed as a periodof invasion. During this time I 
would have fever two or three days and then feel well for several days, 
but was able to attend to my studies in medical college all of that time. 
Gibson further says, 

‘During this time the patient may or may not feel ill. The invasion is less marked 
than in any other fever and it is a practical difficulty to ascertain accurately the exact 
day of the commencement. Moreover the patient may occasionally go about during a 
considerable time after the symptoms have set in. 

“The onset may be marked by feelings of chilliness, with a discomfort and languor 
and a sense of feverishness more especially at night.” 

“The temperature is one of the most noteworthy and characteristic symptoms of 
this period. If an evening rise of 1 to 2° a fall of 1° or less the next morning succeeded 
by a further rise the next evening to a higher point than the preceding, along with a 
slight morning remission, so that the fever movement has a somewhat climbing or step 
like arrangement.” 

“By the end of the first week the evening temperature may have attained to the 
height of 102 or 103° or more. 

In the second week the phenomena are intensified, temperature has arisen to 104° 
with slight morning remission. 


Dr. Osler says, 


“Tn the regular cases the fever rises gradually for the first 5 or 6 days.”’ ‘‘Variation 
in the normal temperature curve are common. We do not always see the gradual step 
like ascent in the early stage: the cases do not come under our observation at this time.” 

“As a rule, the symptoms develop insidiously and thepatient is unable to fix definitely 
the time at which he began to feel ill.’’ “‘Chilliness occurs sometimes with the fever of 
onset.” 

In Kansas instead of the gradual rise of temperature as described by 
Gibson and Osler and modified by the latter in the variations and “chills 
occuring sometimes with fever of onset,”’the demon is often ushered in 
with a chill and you may have your highest temperature the first day or 
two, which gradually settles down to a regular typhoid an and never 
again through the course of the disease does the temperature reach the 
height of the first 24 to 48 hours. 

In another type, the first week of observation the temperature may 
be normal mornings and lead you to think you have malaria to deal with. 

We do have in south Kansas typho-malarial fever, that is a double 
infection as will appear later in the two case reports. 

I discharged only a short time ago one of these peculiar cases in 
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which the highest temperature was on the third day and on every other 
day variation through the entire course of the disease. 

Osler says—‘‘There are cases described in which the chief features 
of the disease have been present without the existence of fever. They 
are extremely rare in this country. No instance of the kind has come 
under my observation. Fisk of Denver has met them.” 

From the information I have been able to obtain from several 
physicians this form of the disease is quite-frequent in the southern part 
of the state. They are described to me as beginning suddenly, as 
before described, fever lasting 3 and 4 days; after that time all the other 
clinical symptoms of typhoid fever with great prostration extending over 
a period of 2 or 3 weeks. 

I am indebted to Dr. H. L. Snyder of Winfield, for reporting the 


following: 

“T received my education at Jefferson in Philadelphia, where typhoid or enteric 
fever as they are wont to name it, is endemic. My experience in practice has taught 
me that we have milder cases as a rule, some of which I wish to write of in detail. 

“In three years of practice I have had ten or twelve cases of typhoid fever which I 
term afebrile typhoid. 

“The first case of the kind was my brother, a young man then 21 years of age, having 
had the usual diseases of childhood,was sick with a chill and fever of 102°; blood exami- 
nation showed tertain malarial parasites. Temperature went to normal in two days, 
under quinine and tenderness in abdomen developed, with headache, coated tongue and 
nose bleed, bronchical cough, rose spots in their successive crops, appetite lost. 

“Now the temperature, which is the point I wish to emphasize, never went above 
100° F. The stools contained mucous sloughs and at times traces of blood. Convales- 
cence slow with great weakness. 

“Another case now under observation, taken sick July 5, 1906, headache, tempera- 
ture 102° F. which subsided in two days under quinine. Abdominal tenderness, headache 
bronchial cough, rose spots in their successive crops, with a temperature ranging from 
96° F. to 100 4-5° F. on one occasion only. The remainder of the time did not go over 
99 4-5° F., stools offensive, sloughs, blood specks blood examination negative after 
first three days. Saw him last July 29, kept him in bed 10 days more on liquid diet, 
then allowed him to get up and increased food. 

“Three days afterwards I was called again. Temperature 102, pulse 110, headache, 
pain in abdomen. Next morning temperature normal, next evening temperature rose 
suddenly from normal at 4 p. m., to 103° at six p. m. remained higher until toward 
morning then went to normal where it remained. 

“Diet rigidly liquid. Three days later passed three ounces of blood by the bowels, 
with sloughs and mucus, pulse of 56 and poor quality. Now on the 25th day of relapse 
still passed mucous slough and specks of blood. Temperature 983 to 98 4-5° F.pulse good 
from 58 to 84 In three years I have seen two severe cases of typhoid fever; one of 
which died and the other recovered.” 

The mostinsidious, deceitful, disastrous and dangerous disease | 
know anything about is la grippe. Dr. Latta says, 


“Lagrippe is certainly much less fatal in Kansas than in the eastern states. It is prob- 
ably as infectious here and as widely prevalent as anywhere in a country affording an 
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equal population, but the fatalties are I think not nearly so great. Grip is however 
much more prevalent here than is recognized even among physicians. The term ‘bad- 
cold’ ought to be eliminated. Nine out of every ten of the so-called ‘bad-colds’ are 
infections of grip. Grip always demands care and caution no difference how mild. 
‘Bad-colds’ are treated by both physicians and laymen as insignificant. 

“No one would treat a recognized case of grip with the same indifference as they 
would treat a ‘bad-cold’ but most of the bad-colds are cases of grip,hence the possibil- 
ties of mischief.” 


Dr. Snyder says that they have had one epidemic in Winfield in two 
years and that of intestinal form. Following this, weakness was marked. 

He says ‘‘Whether thisepidemic was causative or not I cannot say, 
but think it was, of a number of cases of appendicitis.” I believe that this 
may be true of the intestinal form,the inflammation of the mucous coat 
of the appendix not subsiding with that of the intestine. There is no 
organ or tissue of the body that does not suffer from its effects. 

The deceitfulness of the disease consists of this: In our climate 
after two or three days of a more or less severe attack the patient seems 
to improve very rapidly and in another day or two, to all appearances 
and feelings of the patient and judgment of the attending physician, i 
well. This is the point. Let him exercise and sometimes ever so 
little as getting out on a chairor walking about his room and you have 
arelapse that is very dangerous affecting some special organ of the 
body and you cannot tell where until you have it. 

In our part of the state the last two years the most serious compli- 
cation has been endocarditis, with very sudden deaths others, extending 
into the chronic form with all the horrors of that disease. A few cases 
have recovered. 

Asthma is not very prevalent in southern Kansas and I have known 
but one case come to the state that was not cured. 

Bronchitis is not as prevalent as inlower and more humid climate. 
Dr. Latta says, “‘Some of my friends who have practiced further east 
(Indiana and Ohio) say that bronchitis is much less prevalent here than 
there,’’ and that coincides with my experience in north Iowa. But since 
la grippe has been operating in Kansas we have had more bronchitis and 
pneumonia than before and the majority of cases a complication or result 
of grippe. 

We also have years when an apparent epidemic of these diseases 
appears, but those are also the years we have the most la grippe. 

Our pneumonia is most always of the bronchial type,especially in the 
beginning, a pleuro-pneumonia being the exception. 


Dr. Dillon of Eureka says of pneumonia: 
“Typical lobar pneumonia, in which the patient is seized almost without warn- 
ing, with a violent chill, cough, sharp pains in the chest, rapid, short painful breathing, 
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livid countenance, followed by high fever, bloody expectoration and complete hepati- 
zation, strictly confined to one or more pulmonary lobes and running such a definite 
course that you could confidently assure the sufferer, that his fever would be gone 
in about a week, that type of pneumonia is much more rare here than in the east and 
north. In my experience acute inflammation of the lungs here is much oftener ag 
broncho-pneumonia less abrupt in its onset, hepatization less solid and complete over 
affected area, line of demarcation between the inflamed and sound tissue not so dis- 
tinct, and duration of the disease much more variable and uncertain.” 


On account of our altitude and dry air the disease, heat or sun- 
stroke, so prevalent in the eastern states is practically unknown. This I 
again believe is due to the wind or free circulation of air. 

Finally I want to give you a remarkable experience,not that I believe 
diphtheria is less prevalent or fatal here than other places. This experi- 
ence is wonderful. 

Dr. Latta says: 

“A word about diphtheria and the rural districts. In certain neigh- 
borhoods, at least in Sumner county, diphtheria is practically un- 
known.” 

“Tn 22 years work in north Sumner I saw only one case of diphtheria. 
I was aiways watching for it, always dreading it, but it didn’t come, 
Many times I thought I had it but the clinical symptoms and results dis- 
proved it. Bacteriological tests were applied only of late 
years and of course it is open to say I overlooked it, but the man 
who overlooks diphtheria generally finds it out by the accompanying 
disasters and these disasters did not occur. The one case I saw come 
from Illinois and brought the infection with him.”’ 

Peabody, Kansas 
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